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Provided with limitations.

Reimbursement is available for nursing facility services provided by
a licensed and certified nursing facility in accordance with 405 IAC
1-14.6, when rendered to a recipient whose level of care has been
approved by the Office of Medicaid Policy and Planning.
Reimbursement is subject to the limitations set out in 405 IAC 5.

Provided in excess of federal requirements.

Treatment services are covered subject to prior authorization
requirements specified in 405 IAC 5. Reimbursement is subject to
the limitations set out in 405 IAC 5.

Provided with limitations.
Reimbursement is available subject to the limitations set out in 405
IAC 5.

Provided with limitations.

Reimbursement is available for medically necessary and reasonable
services provided by a doctor of medicine or osteopathy for
diagnostic, preventive, therapeutic, rehabilitative or palliative
services provided within the scope of the practice of medicine, as
defined by Indiana law, and subject to the limitations set out in 405
IACS.

Provided with limitations.
Reimbursement is available only for those dental services listed in
405 T1AC 5-14, subject to the limitations set out in 405 IAC 5.

Provided with limitations.

Subject to the limitations set out in 405 IAC 5, reimbursement is
available within the scope of the practice of podiatry as defined
by Indiana law. Covered services include diagnosis of foot
disorders and mechanical, medical or surgical treatment of these
disorders.
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